Introduction {#S1}
============

Partner violence is one of the most hurtful and traumatic experiences a human can experience as it shatters interpersonal trust and sense of safety ([@B57]). Disturbingly, the prevalence of partner violence in the population has proven to be very large. An international population survey of physical abuse including 48 countries found that as many as 69% of women state that they have been subjected to physical abuse by a partner at some time of their life, but the results varied widely by country ([@B32]). Although violent episodes are often thought of as a clear-cut case with a powerful perpetrator and a powerless victim, most violence is to some extent reciprocal ([@B20]) and in fact, several studies have found that as many males as females are exposed to partner violence ([@B23]; [@B27]; [@B7]; [@B62]). Indeed, studies from the United States have found that up to 61% of clients seeking couple and family therapy (CFT) have experienced couple violence (CV) ([@B28]; [@B8]; [@B67]) and it is reasonable to believe that these numbers are relevant for other comparable countries as well, such as Norway ([@B41]). However, current studies have solely focused on CV and did not investigate the family violence that most often co-occurs and includes children. Hence, in the present study, we wanted to investigate both the physical CV and the physical family violence within a CFT sample.

In intimate relationships, such as family relations and couple relationships, there are extensive opportunities of experiencing and committing moral failures. Some of them are minor (e.g., forgetting important appointments), but others are more severe and some even illegal (e.g., abuse and violence). Naturally, committing acts of violence within families and couple relationships represents a grave moral failure ([@B20]) that seriously question your integrity as a moral person ([@B19]). However, having been violent might lead the perpetrator to be concerned for their social-image as a moral person, and thus fear being condemned by others, especially if the use of violence is in risk being exposed to these others ([@B19]). According to [@B19] and [@B20] this should promote even more violence in order to hinder the victim from exposing it or telling others about it. However, being victim to violence is a traumatic experience as well ([@B57]) as it seriously question who you are as a person, especially your worth as a fellow human ([@B36]). Due to this, it is often appraised as a result of deep disrespect and because of this, it often promotes reciprocal violence ([@B20]). In support of this, [@B20] conducted a field experiment in Liberia, Africa, with survivors of civil-wars that had been associated with groups that had been both victims and perpetrators of grave violence. In this study they argued for, and found, that when these survivors were encouraged to reflect on their victim-episodes they were significantly more motivated in seeking revenge than if they were encouraged to reflect on their perpetrator episodes. Hence, we find this especially useful in our context of couple and family violence (i.e., domestic violence) as the involved parties are both perpetrators and victims of violence, a type of violence that is suggested to be the most prevalent type of domestic violence ([@B17]; [@B61]).

Even though CV primarily occurs among adults, it affects and includes the children severely. In fact, a Norwegian national survey ([@B23]) found that 30% of the children witnessed the CV that had occurred, while an American study ([@B17]) found that as many as 95% of the children had been exposed to violence exercised within the family. Of these children, 75% had an active role in trying to influence the situation by contacting a neighbor, calling the police, or protecting the victims of violence with their own bodies. Being a witness to violence profoundly affect children ([@B3]; [@B54]; [@B29]; [@B43]). In line with this, a meta-analysis by [@B30] concludes that 63% of children exposed to violence develop internalizing (e.g., posttraumatic stress disorder) and externalizing (e.g., aggression) problems. Hence, this group of children could be expected to become clients in children and adolescence clinics. Furthermore, children who experience violence in their childhood have higher risks of using violence themselves ([@B47]) and being exposed to violence in their adult lives ([@B70]; [@B49]; [@B42]). Hence, there is a high risk that the problem of violence gets passed from one generation to the next.

Obviously, therapists cannot offer appropriate treatment for CV or family violence if it is not detected, and unfortunately research shows that clients often do not inform their therapist about violence when they seek help ([@B12]; [@B38]). Hence, several authors have recommended the use of universal screening for CV. Nevertheless, most therapists do not adhere to these recommendations in their clinical practice ([@B51]; [@B66]). We have not found anyone suggesting universal screening for family violence although it occurs so frequently. The lack of such screening implies that violence is often not discovered and thereby not treated ([@B61]). This seems to be the case also when a child is the index patient. [@B48] found that 60% of the children in their study had experienced physical violence in their family, but that was reported in the journaling system only in 0.4% of these cases. Thus, it was not discovered or not found to be important for the treatment. The lack of couple and family violence disclosure within the CFT field represents a professional challenge, in particular since CFT treatments are found to be effective treatments for CV ([@B60]).

To help clinicians detect cases where violence is part of the problem, even if it is not explicitly mentioned in the referral or by the clients, therapists need knowledge of theory, typical patterns of partner violence (see e.g., [@B68]; [@B5]; [@B13]), and predictors of couple and family violence. Knowledge of predictors of couple and family violence can also help therapists understand the complexity of this type of violence and thereby provide more appropriate therapy. Moreover, developers of treatment for couple and family violence can use the predictors to tailor new and possibly more efficient treatments.

Even if predictor studies of couple and family violence are rare on a clinical CFT sample, predictor studies of CV have been conducted on other samples \[see e.g., [@B39] for a review\]. Unlike many other health problems, few social and demographic characteristics define risk groups for intimate partner violence ([@B26]). Nevertheless, CV relates to other personal and relational factors. Low income and low level of education have been found to be associated with higher prevalence of CV (see e.g., [@B44]; [@B61]). Furthermore, it has been determined that physical CV is associated with alcohol and substance abuse, both at present time and in adults' family of origin (FOO) (e.g., [@B9]; [@B14]; [@B15]; [@B60]). In addition, the use of violence in close relations is confirmed to be closely related to anger ([@B53]).

A close relationship between physical and sexual abuse has been found in several studies (e.g., [@B53], [@B52]; [@B60]). However, we could not find any study that investigated the relationship between sexual satisfaction and CV. Issues of sexual satisfaction are common in CFT treatment. Since good sexual satisfaction is found to be associated with relationship satisfaction, love, commitment, and stability ([@B72]; [@B55]; [@B6]), it is reasonable to believe that there is less CV when the sexual satisfaction is high. Most couples argue and fight over practical issues like household chores, and it is common that some of these issues occur repeatedly ([@B22]). These authors argue that the underlying issues are often values or expectations: e.g., if the expectation of one partner about the other partner's household chores is higher than what the other expects of herself, there is likelihood of conflict. This could lead to tiring arguments with high tension or even violent outcomes. However, different people have different conflict management styles that have been assessed in relation to CV (see e.g., [@B67]; [@B53]; [@B22]), and the findings suggest some styles of conflict management to be far more associated with violence than others. The authors define these in different ways, but there is a consensus that self-control is viewed as a positive asset in high conflict.

As mentioned, the knowledge of couple and family violence within a clinical CFT sample is limited. There are even fewer studies of predictors of couple and family violence within this group of clients, and no studies where family violence has been included. In this study, we investigated some characteristics among CFT clients with defined issues of violence. Furthermore, we investigated a model that may be helpful in discovering couple and family violence, thus helping therapists to assess what actions to take in therapy to prevent further physical violence. To our knowledge, this is the first study to investigate CV on a clinical CFT sample outside the United States, and the first study to investigate predictors of both physical CV and physical family violence in a CFT sample.

The research questions are:

1.  What is the prevalence of physical couple and family violence in a clinical sample?

2.  What identifies clients who experience physical CV?

3.  What predicts physical couple and family violence?

Materials and Methods {#S2}
=====================

We have conducted a study of clients seeking CFT treatment by using quantitative data collected with the Systemic Therapy Inventory of Change (STIC) ([@B45]) feedback system. STIC measures several aspects of clients' lives including physical couple and family violence together with several items that possibly can predict this violence.

Sample {#S2.SS1}
------

The initial sample for this study consisted of 830 clients above 18 years of age \[mean age 40.3 years (SD = 8.5); age range 18--72 years; 51.8% were women, mean 2.3 children (SD = 1.1), see the table in the [Supplementary Material](#SM1){ref-type="supplementary-material"} for more details\].^[1](#footnote1){ref-type="fn"}^ Data collection started in March 2010 and was ended in April 2016 and the sample consists of data from all three levels in the stepped level of care within CFT in Norway. The first and second levels of care were represented by outpatient agencies. At the first level, no referral was needed. The third and final level of care was represented with an inpatient CFT agency, where a referral was needed. In all, 56% (462) outpatients and 54% (368) inpatients were included in the study. All participants completed the STIC ([@B45]) initial questionnaire in Norway during a pilot ([@B63]) and an RCT study ([@B65]).

Ethics {#S2.SS2}
------

Written informed consent for collecting the project data was obtained from each participant. This study was approved by the Modum Bad Ombudsman for Data Protection and the Regional Ethics Committee for Medical Research with human subjects (2017/96/REK sør-øst C). The primary study is registered at [ClinicalTrials.gov](https://clinicaltrials.gov). Since the data originate from regular clinical practice, no inclusion or exclusion criteria have been used except for the ones each site has for accepting clients for treatment.

Measurements {#S2.SS3}
------------

### Measures {#S2.SS3.SSS1}

Systemic Therapy Inventory of Change ([@B45]) is an assessment and feedback system in which clients fill out a questionnaire before each therapy session. Via electronic devices, the clients evaluate their response to treatment, including progression, and alliance to the therapist ([@B45]; [@B64]). Client evaluations are processed into a report that is returned to the therapists who can use this information as the basis for understanding and hypotheses in the clinical assessment of the current client. The response options in STIC are on a five-level scale from worst to best option. Modules are added depending on the therapy mode and number of clients in the therapy system. The questions cover six subscales, individual problems and strengths (IPS), FOO, relationship with partner, family/household, children's problems, and strength and relationship with child or children. On average, it takes 45 min to complete the STIC questions before the first treatment session. Before every subsequent session, the clients complete a short version of STIC that takes 7--8 min to fill out. Because this study is cross-sectional by making use of data before the first session only, the intersession data were not included. STIC has good internal reliability ([@B45]; [@B75]; [@B73]) with a Cronbach's alpha as high as 0.94 for the different subscales.

The STIC consists of several subscales that further contain factors and items, and some of these address the topic for this study. The response options to those questions were, not at all/never, rarely, sometimes, often, and all of the time. The relationship with partner (RWP) scale has one item addressing physical violence between the members of the couple: "We get into shoving or hitting each other when we fight." The family household (FH) scale has two items addressing physical violence exerted within the family: "Someone in my family is physically abusive to other family members" (item 1) and "There is someone in my family who pushes other family members around physically to get his or her way" (item 2). We combined these two items to one family violence item in our analysis. We hypothesized that both the CV item and the family violence item would load from the same latent variable Physical Violence. Further, the IPS scale, the RWP scale, and the FOO scale all have variables we, based on the presented theory and the literature review above, hypothesize are predictors for the underlying latent variable -- Physical Violence. We also modeled that perceived anger toward the partner and level of expectation of household chores were predictors of Physical Violence. We hypothesized two negative predictors of Physical Violence: Self-control of thoughts, impulses, and rage as the first one, and sexual satisfaction within the relationship as the second. See [Table 1](#T1){ref-type="table"} for a full list of items included in the variables.^[2](#footnote2){ref-type="fn"}^

###### 

List of items used to model physical violence.

                          **Variable**          **Item name**   **Items in the STIC questionnaire**
  ----------------------- --------------------- --------------- -------------------------------------------------------------------------------------------------------
  **Physical violence**   Couple violence                       We get into shoving or hitting each other when we fight
                          Family violence                       Someone in my family is physically abusive to other family members
                                                                There is someone in my family who pushes other family members around physically to get his or her way
  **Predictors**          Anger                                 I am filled with anger toward my partner
                          Expectation           Expect 1        My partner often acts like he or she can't stand me
                                                Expect 2        My partner often complains that I don't do my share of work around the house
                                                Expect 3        I am expected to do too much.
                          Sexual satisfaction   Sexsat 1        I am sexually frustrated in this relationship
                                                Sexsat 2        I am sexually satisfied with my partner
                          Self-control          Selfcont 1      Had urges or impulses that you could not control
                                                Selfcont 2      Had fits of rage you could not control

Statistical Analysis {#S2.SS4}
--------------------

We used IBM SPSS Statistics 25 for descriptive, bivariate, and multivariate analysis, and Amos 25 for structural equation modeling (SEM) analysis. Descriptive, correlation, *t*-tests, and crosstab analysis were performed as instructed by [@B16] to describe the sample, calculate the statistics, and to compare the group of clients who indicated CV with the clients who did not. Further, the statistical analyses included two multivariate general linear models, which were performed as described by [@B16], where existence of CV was set as the fixed factor.

In this study, we used SEM to predict Physical Violence. This method has several advantages compared to more conventional statistical techniques ([@B31]). For example, in multiple regression, it is an assumption that all predictors are measured without errors. This is routinely violated in practice, but when using SEM, we can make explicit representations of measurement errors. SEM also makes it possible to model the correlations between the variables and include that as part of the analysis. Finally, SEM involves significance testing of whole statistical models and not just individual effects ([@B31]). Based on our expectations, we modeled the latent variable Physical Violence, which is expressed as physical violence between the couple and physical violence between others in the family. Further, we hypothesized that predictors in the model were the partner's expectations toward each other, levels of anger, sexual satisfaction, and self-control, as described below.

Results {#S3}
=======

Descriptive Analyses {#S3.SS1}
--------------------

Our first approach to the research question addressing the prevalence of couple and family violence was to analyze the clients' responses to the item "We get into shoving or hitting each other when we fight." As many as 20.4% (*n* = 169) confirmed that this described their relationship from "rarely to all of the time." This group is from now on called the CV group as discriminant from the rest of the group labeled no couple violence (NCV) group. Within the CV group 84% (142) reported rarely, 13% (22) sometimes, 3% (5) often, and 0% (0) all the time. Our next approach to the first research question was to analyze the clients' responses to family violence. As many as 24.9% (207) responded from "rarely to all of the time."

Our second research question addressing the identification of clients who experience physical CV was assessed by comparing the CV and the NCV groups. We found that the CV group had significantly more prior experience with therapy \[χ^2^(3) = 8.165, *p* = 0.043\] and had lower income \[χ^2^(2) = 13.612, *p* = 0.001\] compared to the NCV group. However, the two groups did not differ on measures of age and education. An important difference between the two groups was the presence of family violence. In the CV group, as many as 49.7% reported that family violence was present. This was significantly higher \[χ^2^(1) = 84,324, *p* \< 0.001\] than in the NCV group reporting 18.0%. The CV group was significantly more distressed than the NCV group, on all the measures included in the model. Using Roy's Largest Root, there was a significant effect of experiencing CV on couple and family violence, Θ = 6.34, *F*(2,691) = 2191.40, *p* \< 0.001. For the violence items higher values are better and for family violence the sample of clients in the CV sample had a mean of 4.46 (SD = 0.61) and the NCV group 4.77 (SD = 0.55). For CV the sample of clients in the CV sample had a mean of 3.81 (SD = 0.46) and the NCV group 5.00 (SD = 0.00). Further, using Roy's Largest Root, there was a significant effect of experiencing CV on the predictors in the model, Θ = 0.19, *F*(4,762) = 35.33, *p* \< 0.001. For Anger and Expectation higher values are better and the mean values on Anger were 3.20 (SD = 0.89) for the CV sample and 3.82 (SD = 0.97) for the NCV sample. The mean values on Expectation were 2.89 (SD = 0.81) for the CV sample and 3.56 (SD = 0.77) for the NCV sample. For Sexual satisfaction and Self-control lower values are better and the mean values for Sexual satisfaction were 2.87 (SD = 0.99) for the CV sample and 2.66 (SD = 1.08) for the NCV sample on. The mean values for the CV sample were 1.96 (SD = 0.83) and 1.63 (SD = 0.71) for the NCV sample on Self-control. See the table in the [Supplementary Material](#SM1){ref-type="supplementary-material"} for further information.

Model Analysis: Structural Equation Modeling {#S3.SS2}
--------------------------------------------

Our third research question addressed possible predictors of couple and family violence in the total sample. The model was constructed with the variables as previously described^[3](#footnote3){ref-type="fn"}^, with four predictors and one latent variable, Physical Violence, as the outcome variable. The model as displayed in [Figure 1](#F1){ref-type="fig"} explained 53% of the change in Physical Violence and demonstrated very good fit for this sample. The chi-square was: χ^2^(27) = 78.672, *p* = 0.000, which indicates that the model fits the data well. However, given the complexity of the model, chi-square is an inadequate test of model fit ([@B31]). A better way to test how well our hypothesized model fit the data is provided by a χ^2^/df ratio below 3 (2.914) and several chi-square-based fit indices above 0.900 \[incremental fit index (IFI) = 0.967, comparative fit index (CFI) = 0.967\]. In addition, good model fit was shown by our observation of a residual index, where lower is better \[root-mean-square error of approximation (RMSEA) = 0.048 with the confidence intervals, 0.036--0.061; see [@B31]\]. The model was stable also when controlling for demographics.^[4](#footnote4){ref-type="fn"}^ The standardized solution is shown in [Figure 1](#F1){ref-type="fig"}^[5](#footnote5){ref-type="fn"}^, and the scale inter-correlations and descriptive statistics are presented in [Table 2](#T2){ref-type="table"}.

![Predictive model of Physical Violence. All covariances and factor loadings were statistically significant (*p* \< 0.05).](fpsyg-10-02847-g001){#F1}

###### 

Scale inter-correlations and descriptive statistics.

                            **1**        **2**        **3**      **4**        **5**      **6**
  ------------------------- ------------ ------------ ---------- ------------ ---------- -------
  1\. Expectation           --                                                           
  2\. Anger                 0.31^∗∗^     --                                              
  3\. Sexual satisfaction   --0.36^∗∗^   --0.37^∗∗^   --                                 
  4\. Self-control          --0.11^∗∗^   --0.31^∗∗^   0.09^∗∗^   --                      
  5\. Family violence       0.21^∗∗^     0.12^∗∗^     0.00       --0.11^∗∗^   --         
  6\. Couple violence       0.30^∗∗^     0.25^∗∗^     --0.05     --0.17^∗∗^   0.28^∗∗^   --
  Mean                      3.41         3.68         2.71       1.69         4.70       4.74
  SD                        0.82         0.99         1.06       0.74         0.57       0.54
  α                         0.65         --           0.81       0.61         0.85       --

∗∗

p

\< 0.01.

The two strongest predictors of Physical Violence were Expectation (β = 0.73, *p* \< 0.001) and contrary to our expectation, Sexual satisfaction (β = 0.42, *p* \< 0.001). Anger was also a positive predictor (β = 0.13, *p* \< 0.001). Self-control was a statistically significant negative predictor of Physical Violence (β = −0.21, *p* = 0.004). The correlation analysis showed that all the predictors were statistically significant related to each other (all *p*s \< 0.05). The medium levels of correlation and the variation of the correlation coefficients indicate that the included variables measure different aspects of the client's life.

Discussion {#S4}
==========

We found that 20.4% of the clients reported that physical violence occurs in their relationship. Furthermore, as many as 49.7% of the clients reporting physical CV also reported physical family violence. The clients with physical CV had lower income and more prior experience with therapy. The strongest predictor of Physical Violence were Expectation, while Self-control was a negative predictor.

Prevalence of Physical Couple Violence in a Clinical Sample {#S4.SS1}
-----------------------------------------------------------

The prevalence of CV in the clinical CFT sample in the current study is 20.4% which is more than four times as high as the prevalence of CV in the general population in Norway ([@B23]). More precisely, this study identifies physical violence and not a more generally defined violence. Furthermore, in this study, we have specified the questions with regard to the current relationship. This is contrary to most population studies, which ask if people have experienced CV in *any* intimate relationship until now. US studies of couples seeking therapy have found frequencies of CV up to 61% ([@B28]; [@B8]; [@B40]; [@B67]; [@B53]; [@B61]). However, in these studies, they have used a more general definition of CV that includes psychological, physical, and sexual violence without differentiating between these. Hence, more research is needed where the types of violence are accounted for.

Couple Violence and Family Violence Occurs Simultaneously {#S4.SS2}
---------------------------------------------------------

Our descriptive analyses found that there is a significantly higher distribution of family violence in the CV group than in the NCV group. This co-occurrence of violence in the couple and violence in the family is in line with the findings of [@B54] and [@B3]. However, the high prevalence of both couple and family violence among clients seeking CFT identified in our study indicates that every therapist meets clients with these issues frequently, even if it is not addressed. Further efforts should therefore be made in CFT to discover and end couple and family violence than is the case currently. Since some research indicates that clients are more likely to reveal family violence when responding to a questionnaire compared to when questioned face to face by a therapist, e.g. ([@B12]; [@B2]; [@B74]), we suggest implementing systematic screening for both couple and family violence, for instance as part of a feedback system.

Family violence co-occurs with CV for several reasons. [@B11] found that children were involved in the violence among the adults, while [@B46] found that children tried to intervene to stop the violence. Further, parents who conduct physical violence against their partner also do so toward the children in the family ([@B3]; [@B54]). It is found that children exposed to severe anger and aggression in their domestic environment increase their risk of becoming more aggressive ([@B47]). In addition, children exposed to violence in their home have higher risks of experiencing violence with others later in life compared to those who did not encounter such violence in their childhood home (see, e.g., [@B70]; [@B42]). Indeed, children exposed to violence in their childhood also have a greater risk of being exposed to adult violence ([@B49]) later in life. Thus, there is a high risk that violence is transferred from one generation to the next. Finally, these findings support the theoretical argumentation of [@B19]. In their theoretical framework, children who are exposed to violence in their home might appraise this violation as a sign of threat to their worth, and by such, a sign of disrespect. However, it can also be appraised as a global defect in their family, i.e., we are violent people, which again might provoke anger. Combined, these two ways to appraise violence might encourage further violence to end the ongoing disrespect, a last effort to protect their social image as someone who is worthy of respect ([@B18]; [@B20]).

Differences Between the Samples With and Without Couple Violence {#S4.SS3}
----------------------------------------------------------------

In our study, the prevalence of couple and family violence is higher among those with low income. This is a finding similar to other studies, see e.g., [@B69], [@B21], and [@B50]. Further, it is an interesting finding that the CV group has received more prior treatment than the NCV group. However, this might indicate that the CV group consists of families with more severe issues than the NCV group and therefore needs more treatment. If so, it is an empirical question whether the treatment they received was helpful if the violence was addressed as a topic in therapy, or whether -- as previously mentioned -- the therapeutic interventions so far did not reveal the ongoing violence. There were significant differences between the CV sample and the NCV sample on the levels of distress on the predictor variables. However, the differences were small and both groups indicated distress at all four predictors. Therefore, we continued to investigate the individual differences on the total sample.

Expectation and Anger {#S4.SS4}
---------------------

Our model demonstrated that the experiences of unreasonable expectation from one partner toward the other in relation to household chores were the strongest predictor of Physical Violence. In other words, the more experiences of unreasonable expectation from the partner, the more physical violence in the relationship. This is in agreement with research finding that marital discord serves as a strong predictor of both mild and severe husband-to-wife physical aggression ([@B44]; [@B59]; [@B7]). However, since males and females are found to be equally exposed to CV ([@B23]; [@B27]; [@B61]; [@B62]) our study did not differentiate between husband-to-wife and wife-to-husband aggression.

When viewing this strong prediction from Expectation to Physical Violence from the theoretical perspective of [@B19] we understand why this link is so strong. When someone experience that the other person in their relationship is viewing them as someone who does not manage to live up to what is expected, they might feel inferior, and thus wanting to act, either to withdraw, which is hard in a close relationship, or by using verbal or physical force.

We found that expectation and anger were significantly correlated. It makes sense that when a partner experiences herself or himself to be criticized and treated unfairly, he or she experiences anger ([@B24]). The other way around also makes sense. [@B22] describe how a person with anger and arousal interprets even neutral words as negative. This is also in line with the conceptual theory of [@B19] that being criticized can lead to a feeling of inferiority and rejection which again is associated to anger. However, anger in our model is the third strongest predictor of Physical Violence. Apart from cases where dominating the other partner is the issue it is hard to think of CV occurring without anger, but it is important to point out that experiencing the feeling of anger does not say it has to lead to physical CV ([@B34]). [@B34] argue that violence is usually about lack of affective regulation, communication difficulties, and the lack of skills for problem-solving. Thus, if a person has not learned to be conscious of and learned how to handle basic feelings such as anger, this can, in turn, lead to unwanted behavior like physical violence.

Sexual Satisfaction {#S4.SS5}
-------------------

Among our two expected negative predictors for Physical Violence, better Self-control, and higher Sexual satisfaction, only the first was confirmed. Moreover, our SEM analyses indicated that Sexual satisfaction in the relationship predicted Physical Violence. This is contrary to our expectations and contrary to studies of sexual satisfaction elsewhere in the field of CFT where sexual satisfaction is found to be associated with good and healthy relationships (see e.g., [@B55]; [@B35]; [@B71]; [@B6]). Besides, [@B35] found that sexual satisfaction partially compensates for the negative effects of poor communication. However, one possible way to understand our finding that higher sexual satisfaction predicts CV is that couples who emotionally live distant from each other have very little contact and do not argue and fight. In consequence, they do not have much sexual intimacy either. This group might level out those who occasionally fight and have a satisfactory sexual life. This inference is supported by the fact that 84% (142) of those indicating physical CV answered that the physical violence occurred seldom. Furthermore, we found a normal distribution of sexual satisfaction within the group who indicated that they seldom experienced CV. [@B68] cycle of violence identifies a *honeymoon phase* that follows a phase of acute battering. In this honeymoon phase, identified as calm and loving, satisfying sex can be present. This could explain why sexual satisfaction came out as a predictor of physical violence in this study. However, we have not been able to find research on the direct connection between sexual satisfaction and violence in relationships. Hence, we suggest further research on the relationship between sexual satisfaction and CV. Finally, the conceptual model of shame ([@B19]; [@B18]; [@B20]) explains that if the moral failure is appraised as a self-defect that is mendable the person will try to repair what is broken. Sex could be a way to strengthen and restore one's self-image as someone to love and respect, and even more to build stronger social bonds to the partner and thus prevent condemnation.

Self-Control {#S4.SS6}
------------

As mentioned, self-control was found to be a negative predictor of Physical Violence. Thus, the more self-control the clients has the lesser physical violence they experience. Furthermore, this seems to be a variable that is not closely related to the other variables in our model. In other words, this may be a variable that is stable even when the others vary. This seems especially true in relation to sexual satisfaction and expectation. Thus, from a clinical point of view, strengthening the clients' self-control could contribute to bringing stability into the relationship and decreasing physical violence.

Strengths and Limitations {#S4.SS7}
-------------------------

It is a strength of our study that we have data from all three different levels of CFT treatment in Norway, including samples from low threshold outpatient clinics without the need of a referral, an outpatient clinic where referral is needed, to an inpatient clinic where referral is needed. However, that the sample, thereby, is heterogeneous could also be considered a limitation because we have not analyzed the differences between the clinics. A second strength is the size of the data set and furthermore that approximately half of the data stems from an RCT with strict control of data collection. A third strength is that the type of violence is specified as physical violence in the current relationship. However, it is a limitation that the clients did not report who exercised the CV: whether it is themselves as perpetrators, whether they are exposed to it by their partner, or whether it is both. A second limitation is that we could not differentiate between severe physical violence and minor physical violence. However, one could argue that by dividing the sample into three groups rather than two we could gain more information: 1 = no violence, 2 = seldom violence, 3 = often or more. However, we had two reasons for not doing so. First, even if violence seldom occurs, we do not know how severe it is, and a few very severe incidents might be as powerful as many less severe. Second, if violence only rarely occurs it can still be an important part of their family life. A third limitation is the narrow focus on anger as the only emotion identified as predictor of family violence in our model. Undoubtedly, there are other emotions, such as a feeling of rejection ([@B33]; [@B18]) or of hate ([@B58]), that predict violence and anti-social behavior. We acknowledge that we are not able to identify whether one or both parties are conducting violence. However, recent research on violent conflicts suggest that in most violent conflicts both parties exercise violence but prefer to construe themselves as victims instead of perpetrators (e.g., [@B37]; [@B20]). By such, it is not unthinkable that if we had been able to explore who exercised violence in our study parties would tend to see themselves as victims and the other as the perpetrator -- therefore skewing the reports of violence toward the other instead of reporting their own perpetration (for a discussion, see [@B20]). Some might question if the sample of clients who experienced physical violence is representative for this group, since 84% of them indicate that the physical violence is experienced rarely and 13% sometimes. We share this concern and want to make clear that this is how the clients have reported physical violence in their current relationship, and that under-reporting is possible. However, this sample might not be representative for clients, e.g., seeking therapy specialized at domestic violence or coming to women's shelters.

Conclusion and Clinical Implications {#S5}
====================================

This study has found that the prevalence of couple and family violence in a clinical sample is high, indicating that many CFT therapists encounter this topic in therapy. Because this topic may remain undisclosed during treatment, we assume that a higher portion of CFT therapists may relate to this topic indirectly because when this remains a secret, it may impact a great deal on the presented topics in therapy. The notion that men cannot be victims of physical and psychological violence by their partners (see e.g., [@B13]) may impose a considerable barrier for therapists to interpret such signs. Since the immediate and consequential damages of couple and family violence are grave for the adult, their children, and their future generations, therapists need tools to discover these issues. Knowledge of the predictors in this study can possibly help to uncover physical abuse in couple relationships and families. Therapists who have little knowledge of physical violence and predictors of such violence risk to miss the opportunity to assess signs of an abusive relationship, or to seek further assistance from child protection services and police. Knowledge of predictors of physical violence can also bring the confidence in the CFT therapists to dare to ask more specific and handle the case in a proper way. CFT therapists are in contact with more couples and families where violence occur, than the police (see e.g., [@B48]; [@B56]) and are enforced to notify when this is uncovered ([@B4]). In Norway, this law also enforce teachers, social workers, and therapists to be aware of circumstances that are harmful ([@B10]). This challenges CFT therapists, especially those inspired by social constructionist theories which not want to enter areas in people's lives that the clients do not directly address ([@B1]). When it comes to violence we cannot allow therapists to be more influenced by their own perspectives than the data about the situation ([@B25]). It is pivotal to enhance the knowledge of predictors of physical violence that could be noticed by CFT therapists and allow a more effective screening.

In addition, as shown in our model, we have addressed certain predictors who can help to discover physical violence in ordinary CFT practice. Furthermore, our findings could assist therapists in assessing what actions to take in therapy to prevent further physical violence. For example, by focusing the therapy on expectations toward each other's participation in household duties and what lays behind those expectations. It is possible that, through therapy, focusing on attaining mutual understanding of the expectation toward each other this tension will go down and thus prevent physical violence. Further, as the conceptual theory of [@B19] and [@B20] explains, the feeling of rejection, through the experiences of loss of social image (others' view of self), and the feeling of inferiority can lead to violent acts. Hence, if the focus in therapy is on understanding and acceptation of the partners' view of self, this will probably impact on reduced uncertainty about the partner's view of self. Since most partners want to stay in the relationship even if violence is exerted ([@B61]) it is reasonable to think that their view of their partners is mostly positive. Reduced uncertainty implies fewer chances of viewing self-defects as global, instead increasing the chance that failures are specific and thus can be more easily dealt with. In return, as [@B19] argue, this should lead to acts of reconciliation and amendments.

These findings address clinical implications on how to treat couples and families where abuse is a topic. However, it is outside the scope of this paper to give a thorough clinical guide on how to do so. There is a rich literature that the reader is encouraged to search for on this topic.

Suggestions for Further Research {#S5.SS1}
--------------------------------

We suggest further research on the prevalence and predictors of different types of couple and family violence (verbally, sexually, and physically) in clinical samples. Based on our unexpected finding of the relationship between sexual satisfaction and physical violence we suggest investigating this relationship in further research. Our study has also found that alcohol abuse was a less important predictor of physical violence than the literature suggests. Thus, we encourage further research on aspects of expectation, anger, and self-control as predictors for physical couple and family violence.
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813 defined themselves as heterosexual, 8 as bisexual, and 2 as homosexual/Lesbian.

Since prior studies (see e.g., [@B9]; [@B14]; [@B60]) indicated that alcohol abuse might be of importance and STIC provided measures of alcohol abuse at three different levels: for themselves, for their partner, and in their FOO, we wanted to assess if these were significant contributors to the model also in our clinical sample.

Results from the CFA on the model was χ^2^(15) = 64.211, *p* \< 0.001. χ^2^/df ratio = 4.281, IFI = 0.964, CFI = 0.964, RMSEA = 0.063. The correlations were: 0.44 between Expectation and Anger, −0.55 between Expectation and Sexual satisfaction, −0.15 between Expectation and Self-control, −0.41 between Anger and Sexual satisfaction, −0.39 between Anger and Self-control, and 0.12 between Sexual satisfaction and Self-control. The factor loadings from Expectation was 0.80 to Expect 1, 0.47 to Expect 2, and 0.56 to Expect 3. The factor loadings from Sexual satisfaction was 0.88 to Sexsat 1 and 0.77 to Sexsat 2. The factor loadings from Self-control was 0.58 to Selfcont 1 and 0.75 to Selfcont 2.

None of the three alcohol abuse items improved the model.

Results from the analyses of the same model using the CV sample (*N* = 165) were *R*^2^ = 0.12, χ^2^(27) = 37.476, *p* = 0.087. χ^2^/df ratio = 1.388, IFI = 0.969, CFI = 0.966, RMSEA = 0.048. Analyzing the model on the NCV sample (*N* = 604) requires removal of the latent variable Physical Violence since CV is zero for all participants in this sample. Thus, the outcome variable is the manifest variable Family Violence. The results of this model were *R*^2^ = 0.04, χ^2^(19) = 63.127, *p* \< 0.001. χ^2^/df ratio = 3.322, IFI = 0.956, CFI = 0.955, RMSEA = 0.062.

Supplementary Material {#S10}
======================

The Supplementary Material for this article can be found online at: <https://www.frontiersin.org/articles/10.3389/fpsyg.2019.02847/full#supplementary-material>
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